accumulation of diabetes in the mother's near kin, especially if these cases are juvenile diabetes.
A survey of our cases, grouped according to the above-mentioned principles, is given in Table 4 . Table 4 shows that most of the indications have been purely medical. The eugenic and the obstetric conditions have, alone or combined, played a much smaller part. The social conditions have in only 3 cases been the dominating factor although we always consider the way of living to which the patient is bound.
The age of most patients was between 20 and 40 years, only one being under 20 and 4 over 40 years. The 74 patients had gone through 146 pregnancies but they had only 70 living children. Only 4 had three children, none had more than three children.
In general we are extremely reluctant to interrupt pregnancy ina woman with no or only one child. That we have, nevertheless, performed the operation in many such diabetics, indicates the seriousness with which we have considered the risks and prognosis of these women. Table 5 shows the technique for interruption of the pregnancies. In most cases we Were able to do a simple dilatation and curettage, which means that the patients in this series came early for investigation and treatment being aware of the potential danger of the pregnancy. Twelve preg-nancies were more than 12 weeks old (3 more than 16 weeks). In 7 cases we injected some substance (formaline, cremor saponis or glucose) intraor extra-ovularly to bring about spontaneous evacuation after which a curettage was done. Hysterotomy was performed 16 times; in 15 of these cases we sterilized the patient. In sterilization we have in all cases used the Madlener method (crushing and ligation of a loop of the tube).
We have had no death, very few and no dangerous complications: a few slight elevations of temperature, a few subsequent moderate hemorrhages, one hmmatoma in the parametrium and one hiematoma in the rectus muscle after hysterotomy.
In conclusion I would like to emphasize that, from an ethical, emotional and surgical point of view, therapeutic abortion must be looked upon as an evil, even if the lesser evil, in the indicated cases. If doctors would more often and more energetically take up the question of contraception in the right cases, we would rarely have to perform this unpleasant operation and the patients would be spared much psychical and surgical trauma. This communication records the results in a personal and consecutive series treated in Dublin during the past thirteen years; 90 % of the patients were treated at the National Maternity Hospital, the remainder at the Coombe Lying-In Hospital. These hospitals provide a community obstetrical service and as such, in the words of Jones (1958) : ' We are obliged to accept emergency cases -and miscellaneous drifters infrequently seen in specialized centres. This has a devastating effect on feetal loss statistics.' Many of our patients live distances of 60 to 100 miles away so that the close supervision which is desirable severely taxes their cooperation. Furthermore, age at marriage and parity are high; thus, the mean maternal age in this series was 32 years and one in three of the cases were fifth or later pregnancies.
Our method of management is to a large extent conventionalaiming at close supervision with strict control of diabetes, premature delivery and specialized care of the infant. We strive to deliver by the vaginal route at 37 weeks or a little later. However, the timing of delivery in any patient is a matter of nice judgment based on experience, which will in most workers be tinged with a bitter sauce compounded of previous disappointments. Therapeutic abortion and sterilization have not been performed. Table 1 details the material under review. The abortion rate at 13 % differs not at all from that of the general population. Excluding the abortions and the 6 patients in whom intra-uterine death had occurred before reference, the foetal survival rate in 189 pregnancies (191 infants) was 87%. There was no maternal death. or method. The figures are too smal to be statistically significant but they suggest that feetal loss is lessened by aiming at later delivery. Nevertheless, reference to the 3 stillbirths amongst those delivered at 38 weeks indicates that there may be a point of no return in this trend. Because of the great disparity in numbers between those delivered vaginally and by section, no valid comparison can be made, but it is of interest that feetal loss rate is the same in each group. Of 189 viable pregnancies, 49 (26%) were complicated (Table 5 ). In these the feetal loss rate was 27% whilst in the remaining 140 cases (142 infants) it was 8 %. The difference is statistically highly significant. Diabetic ketosis of severe degree occurred in 11 cases, all unbooked; in all but one the foetus died. Three of these women were gravely ill; in each the diagnosis was made only when the patient was referred to us in coma. All who practise obstetrics must be made to realize that pregnancy may uncover a latent diabetes and that glycosuria in pregnancy, whilst usually benign, cannot be presumed so.
Insulin
For seven years we have used the Lente group of insulins almost exclusively, and have been satisfied. Table 6 illustrates the degree of control obtained with a morning mixture of Semilente and Ultralente in a primigravida aged 29 who had diabetes for nine years, and whose dose before her pregnancy was 56 units daily. Labour was induced at 36 weeks and 4 days and resulted in a live infant weighing 8 lb. Table 6 also shows the typical rise in insulin requirement with pregnancy, and an unusual fall from the 32nd week. A high daily requirement of insulin does not worsen prognosis for feetal survival; it is the degree of control which matters, not the amount of insulin necessary to obtain it (Table 7) . Neither does a marked increase over the pre-pregnancy requirement worsen the feetal prognosis (Table 8) ; it may in fact be worse in those in whom the insulin requirement does not rise significantly.
PerinatalLoss
As in most analyses of work done, a study of failures is rewarding. Table 9 details the 6 cases in which intra-uterine death had occurred prior to referral. In 2 of these patients diabetes had not been diagnosed, and in the remaining 4 the doctor in charge failed to realize that pregnancy in a diabetic demands special care.
Of the 9 stillbirths which occurred in patients under our care (Table 10) , one was due to multiple congenital defects, one to cytomegalic inclusion disease, and one occurred in a patient who had secondary syphilis and bilateral acute phthisis. B was one of our earliest cases and poorly controlled. P had a smouldering toxemiaperhaps we should have delivered her before 36 weeks. The remaining 4 cases remind one that a price may have to be paid for striving after greater maturity.
Neonatal Deaths (Tables 11 and 12) The infant out of the womb is unfortunately not out of the wood. Malformations are to be expected and a policy of premature delivery has inherent risks. There were 3 deaths due to malformation, 4 from intraventricular hemorrhage, one from prematurity (Table 11 ) and 8 from hyaline membrane disease (Table 12 ). The last condition represents the sound barrier in the care of the pregnant diabetic. Although one hopes that contemporary work may evolve a satisfactory method of treatment, real success is only likely when its pathogenesis is understood. To me it seems that the condition is begotten in utero and that corrective measures are therefore unlikely to show spectacular results. The title of this paper -'Pregnancy in the Diabetic' -is deliberately chosen to convey that all patients are established diabetics. In the last few years we have seen 28 women with very abnormal glucose tolerance tests when pregnant, but in whom the test reverted to normal sometime after delivery. They have not been included in the main series. There were 34 pregnancies in this group with 36 infants of whom 35 were born alive (97%). There was one neonatal death due to anencephaly. In these women the pointers to the diagnosis were: (a) Glycosuria w'hich was found Positive family history of diabetes mellitus in 4, one of whom had a suggestive obstetrical history and one other had glycosuria. The previous obstetrical history of 25 of these women is of interest. Of the 103 viable infants, 23 weighed 9 lb or more; 92 were born alive; there were 8 stillbirths and 3 neonatal deaths (fetal loss 11 ).
Of the 28 women 13 have had cortisonemodified glucose tolerance tests performed when they were not pregnant. The test was positive only in 8. Thus, pregnancy is a more sensitive indicator of impaired islet reserve. Cases of this type should be clearly separated because they are benign when recognized and their inclusion in the general series weights results rather favourably. This difficulty might be resolved by modifying White's classification table and recording results as. in Table 13 ..
